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The choice of routes for hysterectomy must be selected
for each case. It is my desire to present a concise
r\l=e'\sum\l=e'\of the reasons for each route, and the advantages
which it offers in the cases to which it is applicable.

The views laid down are those of a general surgeon,
and are based upon an experience in this work that
justifies him, I think, in offering an opinion.

It has been claimed that vaginal hysterectomy is an

operation that requires special training, and such an at-
tention to detail and technique as can be acquired by the
specialist alone. I can not, however, allow this state-
ment to go unchallenged, for I believe that the general
surgeon, with his larger field and constant application
to detailed technique is, at least, equally as well equipped
to perform every operation of gynecology as is the spe-
cialist himself.

What surgeon to-day, except in extraordinary in-
stances, would dream of amputating a carcinomatous
mammary gland leaving in situ the axillary chains of
lymphatics whether they are macroscopically infected
or not? Yet, how many of the leaders of gynecology
recommend or themselves perform the complete opera-
tion for carcinoma of the uterus? Carcinoma of the
uterus is a very common disease, not more so to-day
than formerly, but with increased knowledge and diag-
nostic skill we are able to discover and remove in good
time, uteri that otherwise would soon end in the de-
struction of the patient.

The synopsis of this paper shows the position I take
upon this most important subject. I favor and per-
form abdominal hysterectomy for the great majority of
cases of uterine carcinoma, although I grant there are
cases where the vaginal operation may be the better.
That the vaginal operation offers any advantages over
the abdominal route is with me a question. I know of
no condition supposed to indicate vaginal hysterectomy
which can not possibly be better dealt with by the ab-
dominal route.

For the sake of clearness and logical reasoning I pro-
pose to take up the different points for discussion in the
order laid down in the synopsis.

THE REMOVAL OF THE PELVIC GLANDS.

For the purpose of refreshing our memory I give a
brief account of the lymphatic glands and their connect-
ing channels which are involved in the morbid processes

of the uterus: The superficial lymphatics of the uterus,
together with those of the ovaries and Fallopian tubes,
empty into the lumbar glands. They lie beneath the
peritoneum and are joined by those from the substance
of the fundus and upper portion of the body of the
organ; together they run outward in 'the broad ligament,
where they are joined by the lymphatics from the ovar-
ies,. Fallopian tubes and vagina, whence they pass up,
with the ovarian vessels, to the lumbar glands. The
lymphatics of the lower part of the uterus and from the
cervix of the uterus run with most of the lymphatics of
the vagina along the course of the uterine and vaginal
vessels, and terminate in the internal iliac glands. The
lymphatics from the lower part of the vagina join the
superficial inguinal glands.

We therefore have two chains of lymphatics in each
median half of the uterus to consider, and while the
chains nearest the disease are probably engaged in
draining the part, it is not unusual to have both the
upper and lower chains on one or both sides involved
necessitating their removal if we wish to give the patient
the only possible hope of recovery.

In late carcinoma, or even in the early stage of rapid-
ly advancing disease, if there is, macroscopically, in-
volvement of the broad ligament, any operation short of
total extirpation of the lymphatics of the pelvic organ
would better not be attempted. The abdominal opera-
tion offers the only way by which we can perform such a

complete hysterectomy. The incision must be a long
one; the intestines and omentum must be kept away
from the field of operation by gauze packing; the wound
must be widely retracted, and the light should be good,
in order to perform so delicate and intricate an opera-
tion.
BETTER AREA FOR COMPLETE EXTIRPATION OF CARCINO-

MATOUS TISSUE.

The reasons given for the first heading hold good for
the second. I can not conceive of skill so great as would
make a dissection of a carcinomatous broad ligament as

easy or as complete through the vagina as by the ab-
dominal route.

LESSENED DANGER TO URETERS.

The weak spot of vaginal hysterectomy has always
been the danger of injury to the ureters. As a matter
of fact, the ureters are in danger of injury by either
route; but it seems to me that the danger is less by the
abdominal route, for the evident reason that one can see
what he is doing, and is therefore enabled to protect
these important structures. Granting that either ureter
has been torn in removal of the carcinomatous uterus,
the repairing must be done through an abdominal in-
cision, and if it has happened in the course of a vaginal
hysterectomy the abdomen must then be opened.
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CATHETERIZATION OF URETERS UNNECESSARY.
It has been recommended by some of the advocates of

vaginal hysterectomy that the ureters should be catheter-
ized as a preliminary step. If for no other reason than
this I prefer the abdominal route. From unpublished
evidence which I have been able to collect, this step—
catheterization of ureters—of the operation is almost
as frequently a failure as a success. This uncertainty,
combined with the actual danger of kidney infection
and the injury to the urethra from overstretching, is
a strong argument with me against the vaginal route.
I can not, however, grant that catheterization of the
ureters is an essential part of vaginal hysterectomy.
Where the broad ligaments are involved in the carcino-
matous process, if only to the degree of being slightly
rigid, it is extremely difficult if not impossible to make
out the ureters. Under these circumstances catheteriza-
tion would be wise were it not for the fact that
such cases if not attacked through the abdomen would
better be left alone, as incomplete operation offers noth-
ing to the patient, in fact hastens the progress of the
disease.

LESSENED DANGER OF HEMORRHAGE.

There is undoubtedly greater danger of hemorrhage
in vaginal hysterectomy for carcinoma of the uterus;
although hemorrhage is liable to occur in either opera-
tion, on account of distorted, displaced or degenerated
vessels. It is simply the increased facility for seeing
the locality of hemorrhage that gives the advantage to
the abdominal method. In vaginal hysterectomy we are
workng at the bottom of a dark passageway; and when,
in addition to this, the field of operation is covered with
blood, accuracy in manipulation is out of the question.
Ligation of the ovarian and uterine arteries is a very
simple matter in abdominal hysterectomy, on account of
the ease with which the site of operation can be exposed.

SUBSEQUENT HEMORRHAGE LESS LIABLE TO OCCUR.
The better command of the field of operation secured

by the abdominal route makes the placing of the liga-
tures on the vessels so much more accurate and secure
that subsequent hemorrhage is not only less liable to
occur but as a matter of fact is a very rare accident.
When it does occur we can, with good reason, suspect the
ligature material or carelessness.

DANGER OF INFECTING PERITONEUM LESS.

The use of the Trendelenburg position with occlusion
of the general peritoneal cavity and its contents by
gauze packing minimizes the risk of infection. In vag-
inal hysterectomy the intestines are liable to come in
contact with fingers, instruments, ligatures, etc., that
have traversed the vagina, which, in cases of carcinoma
or in any inflammatory or infectious disease, is never
rendered sterile. In fact I have very serious doubts as
to the sterilization of any vagina. It is claimed that
the upper portion is normally sterile, but a vagina which
is patulous and which is not virgin, is, as far as I know,
a fertile soil for pathologic organisms, although theyremain inactive, pathologically speaking, until circum-
stances arise favoring active life.

Under this heading comes the question of drainage.I believe that most of the cases of abdominal hysterect-
omy should not be drained. When, however, drainage
is needed it should be supravaginal. Vaginal hyster-ectomies call for gauze drainage in all cases.

In total removal of the uterus whether by the vaginal
or abdominal route, there is danger of prolapsing bowel;
but by the more perfect closure of the peritoneum from
above the danger is lessened in the latter method. The
abdominal incision makes a subsequent ventral hernia
a possiblity to be considered; but with the layer-to-layer
suture and careful approximation of muscle to muscle
and muscle-sheath to muscle-sheath, the danger is prac-
tically nil.

Vaginal hysterectomy is an operation which presents
no special difficulties in the class of cases to which it is
applicable. It is aplicable only in those cases where the
carcinomatous process is confined strictly to the vaginal
portion of the cervix, the cervical or uterine canal, and
where the uterus is freely movable. In cases where
there are adhesions fixing the organ, or where there is
or has been inflammation or fixation of the appendages,
the abdominal operation is safer, easier and a more
rational procedure. Any enlargement of the uterus
vastly increases the difficulties of the operation and
offers another objection to vaginal hysterectomy.
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INTRACRANIAL PRESSURE.
RELIEF IN NON-TRAUMATIC CASES WITHOUT LOCALIZING

SYMPTOMS.
BY WILLIAM N. BULLARD, M.D.

BOSTON.

Trephining of the cranium in cases of injury has now
become so common that the general indications are fairly
well known. The number of head injuries which now
demand operation has increased greatly in the last few
years, before which time only compound depressed frac-
tures were so treated.

I wish to call attention to certain non-traumatic con-
ditions in which operation is useful. It has long been
known that in cases of increased intracranial pressure
due to tumors, trephining, especially when combined
with opening of the dura, may afford great relief from
pain and general pressure symptoms.

I do not think, however, that it has been made suffi-
ciently plain that this treatment\p=m-\trephiningwith such
additional operation as may be needed\p=m-\isoften advis-
able in cases of increased intracranial pressure when the
cause of the increase is uncertain. In cases of intra-
cranial tumor, the trephining has usually been done to
relieve pain. In trephining in such cases, however, we
should consider that we are relieving an excessive intra-
cranial pressure of which pain is only one symptom.

In most cases of intracranial tumor, where the open-
ing is not undertaken with the hope or expectation of
removal of the growth, but merely to relieve the intra-
cranial pressure, it is well understood that this relief is
likely to be but temporary. There are, however, other
cases of excessive brain-pressure, in which we have no
evidence or insufficient evidence of the presence of new
growths, in which the relief of this pressure by operative
procedure is indicated and without necessarily tempor-
ary results. In those cases in which the cause of the ex-
cessive intracranial pressure is not apparent and in
which a slow-growing intracranial tumor may be pres-
ent, we can not say that the increased brain pressure may
not recur, but we know that in some cases it does not
return for a considerable length of time.
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